Breast cancer is the most common cancer in women in the United States and constitutes a major source of medical and psychological morbidity. The psychosocial sequelae, while not always severe, can last up to a year after diagnosis. This may be a time when spiritual and social resources become important. It is known that practical and emotional support during treatment for breast cancer benefits the patient's mood and quality of life, but it is unclear as to how spirituality and spiritual well-being may benefit the patient. This study examined this question by exploring the relationships between spirituality, spiritual well-being, physical well-being, functional well-being, mood, and adjustment style in a sample of 191 women recently diagnosed with breast cancer or who had metastatic cancer. The women were asked to complete questionnaires pertaining to the above topics at enrollment to a group intervention study. Measures of spirituality, spiritual well-being, physical well-being, functional wellbeing, mood, and adjustment style taken at the same point in time were then correlated with each other. There were more significant correlations of spirituality and spiritual wellbeing with functional well-being than physical well-being, but items pertaining to meaning and peace tended to correlate significantly with physical well-being. Spirituality also correlated significantly with several coping styles, but not avoidance as has been previously suggested. Regression analyses were also performed to find the best combination of variables to predict physical and functional well-being. A combination of social well-being and several questions pertaining to peacefulness accounted for 18% of the variance in physical well-being. However, a combination of social wellbeing and the spiritual scales accounted for 46% of the variance in functional well-being. When the spiritual scales were examined alone, they accounted for 40% of the variance in functional well-being. The results of this study confirm the importance of spirituality and spiritual well-being in both physical and functional well-being. Asking patients about the role of spirituality in their lives may be a useful marker to predict patient's ability to cope with stress in their lives and of their quality of life. 17 Levine, Targ 166 INTEGRATIVE CANCER THERAPIES 1(2); 2002 pp. 166-174 EGL and ET are at the
Breast cancer is the most common cancer in women in the United States, with an estimate of 175,000 new cases a year, 1 and constitutes a major source of medical and psychological morbidity. In addition to the impact of medical treatment, poor psychological adjustment to breast cancer can influence compliance with treat-ment, sexual functioning, social relationships, and quality of life. [2] [3] [4] [5] [6] [7] [8] While for many patients, the distress of cancer surgery and treatment declines over time, it has been estimated that up to 30% of women continue to have some disruption in quality of life one year after treatment for breast cancer. 9, 10 One landmark study of 215 cancer patients found that 47% of the sample had severe enough psychiatric disorders to be classified within DSM-III diagnostic criteria. 11, 12 Most of the psychosocial issues that come up revolve around quality of life and attributions of why the patient got cancer (eg, self-blame 9 ). Recent research has shown that a large number of women are incorporating spirituality as part of their breast cancer treatment. 13, 14 However, little work has been done to assess the impact of the spiritual framework on women's response to breast cancer.
While over the past 2 centuries, spirituality has been viewed as separate and not necessary to medical care, in fact, the first hospitals were built in religious institutions, and the first physicians were generally priests, monks, rabbis, or shamans. The first nurses came from the convents. It has only been since the 18th century that medicine and health were parted from religion and spirituality, separating out into hospitals that were not part of religious institutions. There has been a recent resurgence of interest in the possible relevance of spiritual experience and belief systems to coping with illness. Proponents point to correlations between religious practice and longevity, while critics express concern that physicians may proselytize, or that measures of religion or spirituality are simply duplicating other measures of social support. 15 Spirituality has been defined as a felt connection with a nonmental, non-emotional, and nonphysical aspect of being. 16 It can be seen as comprising elements of meaning, purpose, and connection to a higher power or something greater than the self.
Many studies have found positive relationships between spiritual or religious practice and physical health. 18 There are even several studies that show a decrease in cancer rates and mortality among members of various religions. [19] [20] [21] Other studies have found that religious attendance and prayer are related to better health and longevity. 22, 23 On review, the majority of surveys in this area have been positive, although a few have not shown a relationship between spirituality and illness, or the relationship has been negative. 22 Significant associations have also been found between spirituality and factors related to quality of life. For example, one survey study of 400 family practice patients found that low scores on measures of spirituality were associated with the greatest level of pain. 7 In addition, a study involving 80 patients at Harvard's behavioral medicine clinic found similarly that spirituality was correlated with having fewer physical symptoms. 8 A multiple study review by Levin 22 suggests that even after controlling for health status, spirituality strongly relates to quality of life and psychological well-being. Measures of spirituality usually incorporate both the existential and religious dimensions, [24] [25] [26] and have been associated with better health habits, 19 less anxiety, 27 and less depression. 28 Measures of spirituality or "spiritual well-being" have also been found to predict specifically active and optimistic coping styles, and improved overall quality of life. 29 The reasons for these associations are clearly multifactorial. Some religions, for example, require healthy behaviors, such as strict vegetarian diets, daily conscious exercise, or prohibit alcohol consumption, all of which certainly affect health outcomes in these populations. Overall, people who engage in religious practices such as regular church services, daily prayer, or daily scripture reading, have a lower incidence both of smoking and of drinking alcohol. 22 Of significance, however, in a study by Larson, 30 even when smoking and drinking are controlled for, smokers who attended religious services still had lower blood pressure than non-attenders. These people also tend to have fewer days in the hospital than people who do not participate in a religious practice. Another potential contributing factor of spiritual involvement is the role of social and community support. This point was evidenced in a religious community in a study that documented very extended social networks among churchgoers. 24 Clearly, the factor of community may provide resources and support in the context of illness. People with larger social networks and quality support have been shown to recover from illness faster and are better able to cope with illness than people who do not have social support. 10 The act of prayer itself has been associated with good health, quality of life, and lower levels of psychological distress in healthy people. 22 This has usually been assumed to be the result of stress reduction 31 or cognitive reframing. 32 There are also some well-controlled studies that demonstrate the effectiveness of intercessory prayer in reducing disease progression and severity even in a double-blind setting, which eliminates psychosocial determinants such as hope and expectation. [33] [34] [35] In a review of the 135 distant healing and prayer studies published before 1992, Benor 36 found two thirds had significant positive results. This leaves open the question of the potential role of personal prayer in coping with illness. While spirituality is known to be a significant coping strategy in cancer patients overall, 28, 37 breast cancer patients, in particular, make significant and explicit use of prayer and spiritual healing approaches as part of their response to their illness. In a large Canadian study (n = 300), 81% of women with breast cancer chose to use prayer as a way to help them cope with their illness and treatment. 13 Another study of 112 breast cancer patients found that 76% specifically used prayer as a healing modality. 14 A larger survey of women with breast cancer in American Cancer Society support groups found that 88% felt that spiritual or religious practice was important in coping with their illness. 37 Although the studies mentioned above demonstrate the popularity of spiritual and religious practice in healing from illness, and the fact that spirituality and religious practice are related to health promotion and behavior, studies have not examined their potential role in predicting or supporting a patient's ability to maintain role functioning and community participation in the context of illness. Functional well-being is an important and perhaps under-examined aspect of quality of life. The aim of reducing physical symptoms is to improve the patient's ability to function in life to the same level as before he/she had an illness.
The purpose of this study was to examine the role of spirituality and spiritual well-being in increasing functional abilities and functional quality of life. We were interested in examining which aspects of spirituality might be most relevant to coping with cancer, and in identifying a simple and straightforward way in which a clinician could assess risk of maladaptive coping and poorer functional quality of life.
Methods

Subjects
Participants were 191 women ages 26 to 78 within 18 months of initial diagnosis of primary breast cancer, or who had been diagnosed with metastatic breast cancer at any time. Patients were recruited from the greater San Francisco Bay Area through hospitals, flyers, and public service announcements. Interested women called the study office, and if they met eligibility criteria, they were invited to come to the clinic for an initial interview.
Procedure
At the time of the initial interview, women filled out the psychometric measures described below and completed consent procedures and a brief initial interview. After completion of questionnaires, they were randomized to participate either in a 12-week Integrated Program or the 12-week Life-Issues Program. The groups are detailed fully elsewhere. 17
Measures
Sociodemographic information was obtained from each participant, as well as information on complementary and alternative practices, and spiritual practices. Spiritual practices were enumerated, and patients indicated frequency of practice.
Quality of life was assessed using the Functional Assessment of Chronic Illness Therapy-Breast, Version 4 (FACIT-B). 25 The FACIT-B is a self-report measure of quality of life designed for breast cancer patients. The scale is made up of 28 items designed to assess 7 domains common to all cancer patients: physical well-being, social/family well-being, emotional well-being, and functional well-being, with a separate additional subscale for items that pertain to specific symptoms of breast cancer. The scale has good concurrent reliability and validity. 25 Mood was measured using the Profile of Mood States. 38 It is made up of 65 items that are divided into 6 subscales: tension-anxiety, depression-dejection, angerhostility, fatigue-inertia, confusion-bewilderment, and vigor, with a combined total mood score. The scale has been used in studies of psychological distress and adjustment in cancer patients, including breast cancer patients. [39] [40] [41] [42] Spiritual well-being was measured using the Spiritual Scale of the FACIT, the FACIT-Sp and the Principles of Living Survey (PLS). 43 The FACIT-Sp consists of 12 items measuring meaning and purpose, harmony and peace, and closeness to God or a Higher Power. It is divided into 2 subscales: Faith and Assurance, and Meaning and Peace. The internal consistency was 0.87. A new version has come out with 24 questions and reliability and validity testing is under way. 42, 43 Because the added questions were related to various aspects of spirituality, they were included in the analyses, even though less than half of the sample completed these items. The Principles of Living Survey is a 19-item measure of spiritual integration. It is divided into 3 subscales: Spiritual Practices (reliability = 0.93), Spiritual Growth (reliability = 0.80), and Embracing Life's Fullness (reliability = 0.76). Further validity data are being collected. 43 We found that 2 of the questions in the FACIT-Sp, #9 (I find comfort in my faith) and #10 (I find strength in my faith), when combined were highly correlated with the overall FACIT-Sp (r = 0.71, P = .0000), and had high internal consistency (Chronbach α = 0.97). We therefore hypothesized that these 2 questions together could be used as a brief measure of spirituality.
Adjustment to cancer was assessed using the short version of the Mental Adjustment to Cancer Scale, 44 the Mini-MAC. 45 The MAC is a 38-item scale specifically developed to measure cancer patients' adjustment to illness. The scale measures 5 coping styles: fighting spirit, helpless/hopeless, anxious preoccupation, fatalism, and avoidance. The MAC scale was designed from studies that found that these adjustment styles were used by breast cancer patients. The Mini-MAC was designed as a refinement to the original MAC. The Mini-MAC has 29 items which result in the 5 subscales mentioned above. Factor loadings for each subscale range from 0.62 (Fatalism) to 0.88. 46 In addition, participants in both groups were asked about their use of yoga, meditation, imagery, and prayer. Specifically they were asked to rate the number of times they meditated, prayed, or used imagery in the last 2 weeks. Lastly, a series of questions designed by the authors were used to measure certain aspects of spirituality and attributions of illness (see Appendix A).
Results
A. Population Characteristics
The women ranged in age from 26 to 78 years, with a mean age of 40 years (see Table 1 ). Mean time since diagnosis was 13.8 months with a range of 0 to 211 months. Fifty percent of the women had been diagnosed within 3 months before entering the program; 75% of the women had been diagnosed within 11 months. Ten of the women had metastatic cancer. Eighty-three women (47%) were on chemotherapy at entry to the study, and 46 women (52%) were on hormonal therapy. The majority of the women (84%) were Caucasian, and 82% of the total had finished college or postgraduate study. Almost half (49%) of the women had children, and almost half (48%) had incomes over $60,000 per year. Almost half of the women (49%) were married or living with someone; 26% were divorced or separated; and 24% had never married.
Women were asked about adjuvant medical, psychological, spiritual, and complementary/alternative therapies. One hundred and thirty-one women (70%) were receiving some sort of medical adjuvant treatment (chemotherapy, hormonal therapy, or radiation) when they entered the study. Seventy-three percent had used alternative therapy. Half of the women had practiced meditation or imagery at some time, with an average of 2 times per week. Only 10% of the women stated that they had practiced yoga at some time. Half of the women stated that they prayed in the last 2 weeks, with an average of 6 times during that time period. However, only 34% of the women stated that they had a "religious practice."
B. Relationship of Spiritual Well-Being and Spirituality to Physical and Functional Well-Being
For the first set of analyses, Pearson r correlations were performed with the physical well-being (PWB) and functional well-being (FWB) subscales of the FACIT-B 25 and the spiritual scales. In a second analysis, individual items from the scales were also examined. In the third set of analyses, relationships between spiritual well-being, adjustment style, and psychological distress were examined. And finally a fourth set of analyses looked for predictors of PWB and FWB. To correct for the multiple correlations performed, a Bonferroni correction was used for each set of analyses to determine significance. A Bonferroni correction is used when numerous analyses are being made. The more analyses that are conducted, the higher is the probability of declaring that a finding is significant when indeed it is not (Type 1 error). To correct for the higher probability, the standard level of .05, which is used to determine significance, is divided by the number of tests being made. This will provide a level of significance that should be used. For example in the first set of analyses, the Bonferonni correction was P = .006 (.05/9).
As seen in Table 2 , none of the spiritual variables correlated significantly with physical well-being, but all except one (spiritual practice) correlated significantly with functional well-being. Although the subscale of meaning and peace did not meet the Bonferroni criteria for significance, it does show a trend towards significance. The use of prayer and meditation did not correlate significantly with either PWB or FWB.
The next set of analyses looked at the correlations of PWB and FWB with specific items from the spiritual scales, the combination of 2 questions from the FACIT-Sp and the additional questions designed by the authors and listed in Appendix A. To correct for multiple correlations in this set, the Bonferroni correction was P = .002. As seen in Table 3 , physical wellbeing was significantly correlated only with questions relating to peace of mind and hopefulness, while functional well-being correlated significantly with almost all of the questions, except the item: "My illness has strengthened my faith or spiritual beliefs" and questions examining love, forgiveness, and connection with nature. When the additional questions were examined, physical well-being was not related significantly with any of the questions, while functional wellbeing was only related to question 1 (I believe that an illness can have a positive effect on my life) and question 3 (I do not believe that illness can be a form of punishment). The third set of analyses looked at the relationship between spiritual well-being, adjustment style, and psychological distress. Table 4 shows the correlations for the spiritual well-being subscales and the Profile of Mood States. Table 5 shows the correlations for spiritual well-being and the Mini-MAC subscales. The Bonferroni correction here was P = .007. As seen in the table, spiritual well-being correlated significantly and negatively (lower numbers mean less distress with the exception of vigor) with all of the distress variables. The exception was that there was not a significant correlation with the anger and fatigue, and the subscale of meaning and peace. Avoidance did not correlate significantly with any of the spiritual well-being scales, whereas all of the other adjustment styles were significantly correlated with spiritual well-being (SpWB) and its subscales.
Spiritual Correlates of Functional Well-Being
A fourth set of analyses tried to identify significant predictors of PWB and FWB. First it was assumed from the literature that social well-being (SocWB) might be a significant predictor of PWB and FWB and may be a potential confounder. Social well-being is in fact correlated significantly with PWB (r = 0.20, P = .004) and FWB (r = 0.54, P = .0000). Therefore a series of regression analyses were formed, with SocWB entered first in the model. When the spiritual well-being subscales of Faith and Assurance and Meaning and Peace, along with the subscales from the Principles of Living Survey (Spiritual Practice, Spiritual Growth, Embracing Life) were added after SocWB, the combination of variables explained 46% of the variance in FWB (F = 25.36, P < .0001). When SocWB was left out of the model, the spiritual variables alone accounted for 40% of the variance in FWB (F = 23.8, P < .0001). Therefore although SocWB correlated highly with FWB, adding SocWB to the spiritual model accounted for only 6% more of the variance than by using the spiritual scales alone. Similar analyses were performed to predict physical well-being. Social well-being and physical well-being significantly correlated with each other (r = 0.20, P = .004). Therefore, SocWB was also forced first into the model as a possible confounder. A combination of SocWB and several single questions ("I feel peaceful," "I have trouble feeling peace of mind," "I am able to reach down deep into myself for comfort," "I feel a sense of harmony within myself," and "Throughout the course of my day, I feel a sense of thankfulness for my life") accounted for 18% of the variance in PWB (F = 3.47, P = .005). Without SocWB in the model, the questions accounted for 13% of the variance in PWB (F = 3.05, P = .02).
Discussion
The purpose of this study was to determine whether spiritual well-being is an important predictor of psychosocial outcomes in women with breast cancer. While many epidemiological survey studies have found that individuals espousing spiritual beliefs or practices tend to experience less psychological distress, 46 no studies to date have examined spiritual wellbeing as a marker for functional or physical well-being in a breast cancer population. Functional well-being is a pivotal quality of life indicator in the lives of cancer patients. It describes the extent to which patients can continue activities of daily living, including basic mobility, self-care, cooking, and cleaning, as well as work or school outside the home. Physical well-being describes a patient's self perception of the extent of her illness, and subjective experience of pain, nausea, and fatigue. This study used baseline data from 191 women with breast cancer entering support groups.
As expected, results in this study did confirm the work of others finding that spiritual well-being does correlate with less psychological distress. This pattern included the finding of less anxiety, less depression, less anger, and less hopelessness. Spiritual well-being was also significantly correlated with greater functional and physical well-being. An initial hypothesis was that because spirituality is often associated with participation in communities of faith and spiritual practice, it might really be a measure of social support. Social support, in the form of community networks, practical assistance, and availability of family and friends, has historically been strongly associated with both functional and physical well-being. The importance of social support in promoting functional wellbeing was confirmed in our study as well, with a finding of a strong correlation between social well-being and functional well-being. Perhaps people who have high "spiritual well-being" are simply benefiting from the communities affiliated with spiritual institutions. To test this hypothesis several regression formulas were used. Interestingly, social support accounted for only 24% of the variance in functional well-being, while spiritual well-being (as measured by the two spiritual scales together) accounted for fully 40% of the variance. Thus we conclude that spiritual well-being is measuring something other than practical or social support.
Spiritual well-being, as measured by the Functional Assessment of Chronic Illness Therapy is made up of two subscales: Faith and Assurance and Meaning and Peace. This study found that each of these subscales independently and significantly correlated with functional well-being, while only the subscale Meaning and Peace showed a significant correlation with physical well-being. This raised the question as to what was the mental process within spirituality that might relate to each of these outcomes. A question by question analysis of each of the two spirituality subscales was done. While nearly every question on the Faith and Assurance subscale correlated independently with functional well-being, in contrast it was the questions concerning peace rather than meaning that correlated with physical well-being. Patients who felt a sense of "harmony" or felt they could "reach inside themselves for comfort" were less likely to report physical symptoms. Meaning alone was more strongly correlated with functional well-being. Because of interest in developing interventions that might incorporate useful aspects of spirituality, spiritual practice was examined both from the perspective of spiritual "activities," in this case meditation or prayer, and from the perspective of spiritual attitudes or cognitive approaches as measured by the spiritual well-being subscales described above, as well as the scales Embracing Life and Spiritual Growth from the Principles of Living Scale. Although meditation and prayer did correlate with overall spiritual wellbeing, they did not correlate significantly with physical or functional well-being. Spirituality of the cognitive type, however, did show a significant correlation with functional well-being. This finding supports the idea that spirituality is not equivalent to a form of stress reduction. Rather it is a cognitive set or an attitude toward life, that may be supported or driven by experiences encountered in the setting of prayer or meditation.
Spiritual Correlates of Functional Well-Being
Further analysis found that the spiritual well-being scale also correlated with cognitive styles known to be advantageous in coping with chronic illness. These included a positive association with fighting spirit, fatalism (acceptance), and a negative association with helplessness and avoidance. Of interest is that while there is a popular concern that spirituality may be a "defense" or way of avoiding the truth, in this study it was correlated with actively confronting the illness experience.
An additional aim of this work was to identify 1 or 2 simple questions that could be used by clinicians that would serve as adequate markers of spiritual wellbeing. While many of the questions on the spiritual well-being scale were strongly intercorrelated, the single question "do you derive comfort and strength from your spirituality and religion" has a correlation (r = 0.71, P < .00001) with the overall spiritual well-being scale and (r = 0.29, P < .0001) correlation with functional well-being. This single question therefore may be of value to clinicians in assessing functional coping resources.
We conclude that individuals who describe themselves as having spiritual faith show beliefs, attitudes, and possibly coping strategies that confer an advantage both in quality of life and physical symptom reports in breast cancer. Findings from this study suggest that spirituality is not a type of avoidance. Individuals endorsing spiritual values and experiences showed neither the cognitive coping style, nor the typical outcomes of avoidant personality. Data from this study suggest that asking patients about the role spirituality plays in their lives may serve as a useful marker for the likelihood of successful management of stressors associated with breast cancer, and the ability to participate actively in life despite catastrophic illness. A potential limitation on interpretation of results from this study is the question of cause and effect. Do the patients have faith because they are doing well-or are they doing well because they have faith? Although significant findings from the multiple regression analyses suggest that the directionality came from spiritual well-being, future studies will examine whether spirituality also conveys a long-term coping or physical advantage.
Given the large number of studies indicating the importance of spirituality and religious practice in promoting and maintaining health and recovery from illness, it is surprising that the use of prayer, religious faith, and enhancement of a sense of spirituality are not more deliberately supported to aid patients. This lack of use of spirituality by physicians and other health practitioners may stem from the reluctance of physicians and health practitioners to discuss these concerns, often from lack of training or knowledge. A problem can arise when the health care provider is uncomfortable with spirituality in a medical setting or feels ill-equipped to discuss this aspect of life with his/ her patient. Professional health providers may feel as if addressing spiritual or religious concepts would be an intrusion, while others who do not having a strong religious belief themselves refrain from such topics, or still others might fear the risk of imposing their belief system on their patients. But given the strong data that support the importance of spirituality and religious practice to health, training in this area may prove helpful. 3 . I do not believe that illness can be a form of punishment. 4. I believe that being ill is meant to teach me something. 5. I believe that I am responsible for how healthy or sick I am.
